INTRODUCTION
Short bowel syndrome (SBS) results from extensive resection of small bowel due to various causes, including congenital anomaly in children, volvulus or thrombosis of mesenteric vessels and recurrent bowel resection conditions eg, Crohn's disease. [1] Unanticipated massive bowel resection leading to SBS is associated with low quality of life. [2] Although the incidence of SBS from postoperative complication of gastrectomy is unclear, it could be a rare but devastating condition. Intestinal obstruction is the most common cause for postoperative SBS after abdominal surgery, either from adhesions or volvulus. [3] Internal herniation is an uncommon complication of gastrectomy and is reported to be 0.08∼5.3%, depending on the type of gastrectomy and reconstruction. [4] However, internal herniation in post-gastrectomy patients may lead to massive bowel resection and SBS. Reports on the experience of adult SBS due to complications after gastrectomy for gastric cancer are seldom found in the literature. Our aim was to report our experience of intestinal rehabilitation in patients undergone extensive bowel resection due to complications after gastrectomy 50% of colon 80% of colon 50% of colon 50% of colon EGC = early gastric cancer; ECJ = esophago-colo-jejunostomy; LADG = laparoscopic assisted distal gastrectomy; SMA = superior mesenteric artery; SBS = short bowel syndrome; SB = small bowel; JJ = jejuno-jejunostomy; GJ = gastro-jejunostomy; IC = ileo-cecal; OP = operation.
for gastric cancer. Table 1 shows the demographics of patients of intestinal failure after gastrectomy (Fig. 1) .
MATERIALS AND METHODS

From
RESULTS
Case 1 was a 55 year old male who received total gas- of colon and no ICV (Fig. 1C) . The patient was referred to IRT 1 month after diagnosis of SBS. Bowel continuity was restored 2 months after IRT referral with jejunocolic anastomosis and feeding gastrostomy. PN weaning is ongoing with continuous enteral feeding via gastrostomy during 6 months after intestinal rehabilitation.
Case 4 was a 64 year old male who received total gastrectomy for EGC. At postoperative 4 months SMA torsion lead to massive bowel strangulation and the patient received extensive bowel resection and end jejunostomy.
Remnant jejunum was 10 cm distal to the jejunojejunos- tomy (Fig. 1D) . He was referred to IRT 1 month after SBS.
The patient is undergoing intestinal rehabilitation and has weaned PN to 50% of total calorie requirement during 4 months after intestinal rehabilitation.
After interventions by the IRT all patients had body weight gain ranging from 3.7% to 55.5% (Fig. 2 ). There were no cases of intestinal failure-associated liver disease (IFALD). Two episodes of central line-associated blood stream infection (CLABSI) occurred in one patient and were controlled with intravenous antibiotics (Table 2) .
DISCUSSION
Intestinal failure (IF) results from surgical resection, congenital anomaly, or loss of absorption capacity and is characterized by the inability to maintain nutrition, electrolyte, or trace element balance, necessitating parenteral nutrition for survival. [5] SBS is the most common cause of IF and associated with low life quality of life. Although there was no exact current data, the incidence of severe SBS is estimated to be 1∼2 per 100,000 persons. [6] Thompson et al. [3] reported the incidence of postoperative SBS as 25%, compared to 14∼28% of preva- In summary, 4 patients with SBS-IF due to post-gastrectomy complications underwent intestinal rehabilitation with a multidisciplinary IRT. We have used various surgical and non-surgical methods to enhance intestinal adaptation in these patients and initial PN weaning was achieved in 2 patients.
